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SERUM THERAPY IN LOBAR 
PNEUMONIA 


WILLIAM H. KELLEY, M. D., ASSOCIATE PRO- 
FESSOR MEDICINE, MEDICAL COLLEGE OF THE 


STATE OF S. C., CHARLESTON, S. C. 


Specific serum therapy was first applied to 
lobar pneumonia more than 30 years ago, but 
only recently has it become adapted for general 
use. Although the curative effects were soon 
evident, the crude horse serum first used in 
treating lobar pneumonia was productive of 
serious side effects and too costly for whole- 
sale production. With improved methods of 
preparation and refinement therapeutic sera for 
several types of lobar pneumonia have become 
available commercially at a reasonable cost. 
Essential laboratory examinations on the pa- 
tient which were formerly tedious have been 
simplified so that they can be done without 
difficulty in any clinical laboratory. At present 
a campaign to introduce the use of specific 
therapy to the physician of South Carolina 
is being carried out under the auspices of the 
State Public Health Department. Therapuetic 
serum is being placed for sale and technicians 
trained to type pneumonia sputum at con- 
venient centers over the State. 

There are certain well defined limitations 
to the usefulness of serum therapy in lobar 
pneumonia. It is the greatest boon to those 
struck down in youth and in the prime of life. 
Therapeutic serum has not been adapted for 
use in infants, and excepting certain cases of 
Type XIV infection, the outlook for recovery 
is so bright in older children up to the age of 
~ Read in the Round Table Conference before the 


S. C. Medical Association, Myrtle Beach, May 18, 
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12 years, that specific therapy is considered 
superfluous. In the aged and those in whom 
lobar pneumonia occurs secondary to preexist- 
ing grave systemic disease, the administration 
of therapeutic serum is hazardous and more 
often futile. 

Where therapeutic serum is not supplied at 
reduced cost by public health agencies, the ex- 
pense is unfortunately a frequent limitation to 
the use of specific therapy in lobar pneumonia. 
At present the average cost of the serum re- 
quired for the usual case lies between $35 and 
$65. 

If the best results are to be obtained from 
specific therapy, the diagnosis of lobar pneu- 
monia must be made and treatment started 
early in the disease. The early diagnosis is 
difficult only when evidence of pulmonary con- 
solidation fails to appear promptly. The fact 
is that frank signs of solidification may not 
develop until it is too late for serum therapy 
to be of value. Therefore all persons who in 
the course of a common cold or in usual health, 
suddenly become prostrate with a chill followed 
by fever, pain in the side, and a cough with 
blood stained or rusty sputum, must be con- 
sidered as candidates for serum therapy. Where 
X-ray examination is impossible, the finding 
of a large number of encapsulated pneumococci 
in the sputum lend considerable support to such 
a presumptive diagnosis of lobar pneumonia 
Finally we must also teach the public to seek 
medical attention more promptly if all patients 
with pneumonia are to be diagnosed early. 

As soon as the diagnostic indications are de- 
cided, the sputum must be examined to de- 
termine whether or not the pneumonia is due 
to a type of pneumococcus against which 
specific therapy can be utilized. There are at 





280 


least 31 different types of pneumococci—all 
of which produce the clinical picture of lobar 
pneumonia. Thus lobar pneumonia actually 
comprises as many as 31 different infections of 
the lung which can be distinguished one from 
another by bacteriological methods only. There 
are just 9 of these infections for which ther- 
apeutic serum may be obtained commercially 
at present and each of these types of infection 
responds specifically to treatment with the cor- 
responding type of therapeutic serum, and with 
no other. Put the other way around, specific 
serum has a specific curative effect on the type 
of lobar pneumonia for which it is prepared but 
is worthless in all other types. For these reasons 
serum therapy is not feastible without sputum 
typing in each case. Typing of the sputum is 
quickly carried out by the Neufeld Method in 
any clinical laboratory provided with diagnostic 
anti-pneumococcus sera. In communities where 
there is no laboratory, the sputum may be sent 
for examination to a nearby medical center if 
preserved by adding one-tenth part of formalde- 
hyde. 

The specific treatment of lobar pneumonia 
is also subject to the ordinary restrictions for 
the intravenous injection of horse serum in 
allergic persons. In every case it is essential 
to understand the family and personal history 
of allergy, and to determine the patient’s re- 
action to horse serum preliminary to admini- 
stration of therapeutic antibody solution. For 
general practice the conjunctival test for serum 
hypersensitiveness is sufficiently reliable and 
more expedient than the skin test. There is a 
definite risk to giving horse serum intravenous- 
ly to persons with a positive personal or family 
history of allergic disease and to those who 
have received previous injections of horse 
serum. Specific therapy for lobar pneumonia 
is contra-indicated if the patient has allergic 
symptoms upon exposure to emanations of the 
horse, has received horse serum within the 
previous 7 days to 3 months, or gives a posi- 
tive opthalmic test to horse serum. In those 
who develop alarming symptoms after serum 
therapy is started, the treatment must be dis- 
continued. With proper precautions, serum 
therapy is of itself fatal only 1 in 300 cases 
which is a negligible mortality rate when com- 
pared with that of untreated lobar pneumonia. 
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Therapeutic serum for lobar pneumonia 
must be administered intravenously for worth 
while effect, and the injections must be made 
slowly. It is advisable to give 1.0 cc. of ad- 
renalin subcutaneously 5 to 10 minutes before 
each dose. The first dose should be 1 or 2 cc. 
given over a period of 10 minutes. After an 
interval of 1 hour, the remainder of 40,000 
units should be given, and after that 20,000 
units of antibody solution every 4 to 6 hours. 
In very ill patients 40,000 instead of 20,000 
unit doses may be employed subsequently. 

The total amount of therapeutic serum re- 
quired varies in each case with the type of the 
lobar pneumonia and the general condition of 
the patient. Accurate methods for deciding 
just when the patient has received sufficient 
serum have not been adapted for use in general 
practice and the best rule is to give serum until 
the patient shows marked improvement or until 
it is clear that improvement is not forthcoming. 
The signs of cure under serum treatment are 
similar to those of spontaneous recovery. The 
temperature drops to, or almost to normal with 
a corresponding slowing of the pulse: and 
respiratory rates. The average amount of serum 
required for these effects in Type I infection 
is usually between 80,,000 and 160,000 units 
of antibody solution. In Types V,VII, and VIII 
pneumonia approximately the same amount of 
serum is required as in Type I infection. In 
Types II and XIV infection almost twice that 
amount of therapeutic serum is usually neces- 
sary. The earlier the serum is given in lobar 
pneumonia, the less the amount required. With 
each type of infection the total amount of serum 
necessary for therapeutic effect, is approxi- 
mately twice as great in persons gravely ill 
with pneumococcus bacteremia and in those 
who have pneumonia secondary to some pre- 
existing chronic illness or to pregnancy. 

At present therapeutic serum is marketed 
for use in lobar pneumonia due to Pneumococ- 
cus Types I, II, III, IV, V, VI, VII, 
VIII, and XIV. Specific therapy has proved 
of the greatest value in Type I Pneumococcus 
infection which is the most frequent of the 
lobar pneumonias. In pneumonia due to Pneu- 
mococcus Types V, VII, and VIII, the results 
of specific therapy are comparable to those in 
Type I infection. In Types II and XIV the 
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results of serum therapy are less striking but 
are distinctly valuable when the serum is given 
early. Until more cases are treated, serum 
therapy in III, IV, and VI pneumonia must be 
considered an experimental procedure. 


The best results from specific therapy are 
had in lobar pneumonia when the serum is 
given early and in adequate amounts. Recently 
Cole has reported 51, and Blankenhorn 
50 consecutive cases of Type I pneumonia, 
which were treated early with large amounts 
of serum, without a fatality or even a com- 
plication. The results in large series of cases 
show that the value of specific therapy dimini- 
shes as the pneumonia advances but that treat- 
ment with serum is practical until the fifth 
day of the disease at least. 


Fundamentally the value of serum therapy 
lies in its effect in preventing or overcoming 
pneumococcus bacteremia which is fatal in 
75% or more of untreated cases and is the 
complication that leads to death in nearly three- 
fourths of all fatal cases of lobar pneumonia. 


Given early enough specific serum uniformly 
prevents invasion of the blood stream in lobar 
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pneumonia. Once bacteremia has developed 
specific serum is less effective. In septicemic 
cases of Types I, V, VII, and VIII Pneu- 
monia, specific serum in large dosage reduces 
the mortality rate by approximately 50%, but 
in Types II and XIV Pneumonia with bac- 
teremia, the reduction is small. In non-bac- 
teremic lobar pneumonia, only a relatively few 
cases fail to respond to specific therapy under 
nearly optimal conditions. Although the life- 
saving effects are clear from these results, they 
fail to demonstrate the further beneficial ef- 
fects of serum therapy in preventing compli- 
cations of lobar pneumonia. 

In conclusion there is abundant evidence to 
show that therapeutic serum is a specific cura- 
tive in certain types of lobar pneumonia, if 
given early and in adequate dosage. Since it 
is impossible accurately to predict the outcome 
at any stage of lobar pneumonia, all suitable 
cases whether mild or severe should receive 
the benefit of serum therapy. With serum 
therapy generally applied, it is possible that at 
least 25,000 deaths from lobar pneumonia 
would be prevented in the United States each 
year. 


TABLE I 
The Effects of Serum Therapy on the Mortality 
Rate in Types I, II, V, VII, VIII, and XIV 


Pneumococcus Pneumonia. 





Death Rate — No Serum 


| Death Rate — Serum Treated 





Type All 


Cases Cases 


Bacteremic 


Bacteremic 
Cases 


2 


Cases 





I 33.6% 

II 44.6 

V 33.5 
21.9 
28.0 
23.5 


71.2% 
81.1 
73.0 
66.7 
38.8 
52.6 


15.7% 
33.9 
10.3 


| 35.6% 
| 
6.1 | 


58.8 
28.5 
25.0 
20.5 
50.0 


7.5 
14.3 
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DIFFICULTIES IN ABDOMINAL DIAG- 
NOSIS IN CHILDREN—ILLUSTRATIVE 
CASES 


DOUGLAS JENNINGS, M. D., F. A. C. S. 
BENNETTSVILLE, S. C. 


Almost daily we are confronted by an ab- 
dominal diagnostic problem in a child. The 
question to be answered always is whether 
one is dealing with the so-called “acute sur- 
gical abdomen” or with some other condition 
in which time is not so great a factor. 

The old adage “think first of appendicitis 
when a child complains of abdominal pain” is 
a good rule to follow. Since appendicitis is the 
most important acute abdominal condition of 
childhood because of its frequency and the 
necessity of early diagnosis, and since ap- 
pendicitis in the child might be simulated by 
so many conditions, we are naturally more con- 
cerned with its differential diagnosis than with 
that of any other condition. 

.In a recently published study of 202 cases 
of suspected appendicitis in children admitted 
to Duke Hospital, Jones and Menefee report 
that 124 proved to have appendicitis but that 
78 were suffering from other conditions. One 
hundred and eighty seven of the 202 cases were 
subjected to operation and fifty of those 
operated on had conditions that are better 
handled by medical treatment. 

Two types of appendicitis in childhood must 
be recognized—acute obstructive appendicitis 
and acute inflammatory appendicitis. Acute 
obstructive disease of the appendix is subtle; 
early it is characterized by abdominal colicky 
pains with no fever, no right-sided tenderness, 
and no rigidity of the abdominal wall. Localized 
findings are not present until suppuration ap- 
pears. “Fully 90% of all fatal cases are of this 
type because there are no physical findings. 
Here the most potent weapon is clinical judg- 
ment and experience. The diagnosis must be 
made on the history and by exclusion.” 

Acute inflammatory appendicitis usually 
gives the same clinical picture in the child as 
in the adult, namely, sudden onset with upper 
or mid-abdominal pain followed by nausea 
and vomiting, fever 99 to 101, localization of 


~ Read before South Carolina Medical Association, 
Myrtle Beach, S. C., May 19th, 1938. 
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pain and tenderness in the right iliac fossa, 
muscle rigidity, local rebound tenderness, and 
leucocytosis. I say it usually gives this picture 
but one must remember that the triad of ab- 
dominal pain, nausea, and tenderness is fickle; 
in childhood as in the aged, one or all may be 
absent. 

Case No. 5904. White Boy. Age 7 yrs. 

Onset 3 days before admission with colicky 
pains about the umbilicus with nausea and 
vomiting. The following day he was seen by 
his physician and there was no localization of 
pain or tenderness and no fever. An enema on 
the second day was effectual and gave some 
relief. On the third day the abdominal pain 
and tenderness was general, there was some 
distension, and the temperature was 101. The 
child was toxic, lethargic, and dehydrated. 
Lungs negative. Abdomen distended with 
generalized tenderness and no localization at 
any point. No rigidity. No mass. Peristalsis 
present, not increased. No rebound tenderness. 
Leucocytes 20,800, polys 90%, lymphs 10%. 
On first examination appendicitis was not 
thought to be the trouble because of the absence 
of localized pain, tenderness, and rigidity. 
Several hours after admission and because of the 
blood count operation was done. Operative find- 
ings were Acute Gangrenous (ruptured) Ap- 
pendicitis with General Peritonitis. Recovery 
followed appendectomy and drainage. 

Meckel’s diverticulitis, if located on the right 
side, might be clinically indistinguishable from 
acute appendicitis until the abdomen is opened. 
Both of these conditions demand surgery, time- 
ly surgery ; consequently, the surgeon and the 
pediatrician need lose any time in argument 
over a child with diverticulitis. 

Intussusception is a surgical condition which 
should give little diagnostic difficulty. It is a 
condition of infancy—an age period in which 
appendicitis is comparatively rare. Intussuscep- 
tion occurs almost always in the breast fed 
baby under or about one year of age. Above 
two years of age the abdominal pain will 
probably prove to be appendicitis. The type of 
pain, the onset while straining, the bloody stools, 
the shock facies. the low fever, and the 
palpable mass on rectal examination constitute 
the typical picture in intussusception. Dif- 
ferentiation is the thief of time in these cases; 
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both conditions demand immediate operative 
interference. 

Renal and ureteral colic and particularly 
pyelitis in small children might be confusing 
in their manifestations. If one thinks of these 
conditions as a cause of acute abdominal pain 
in the child and takes the trouble to obtain and 
examine a specimen of urine, which is often 
quite troublesome, a mistake will seldom be 
made. In treating the child who displays acute 
abdominal pain and urinary symptoms remem- 
ber that a ruptured appendix frequently causes 
pain in micturition. 

So much for some of the surgical conditions 
which occasion abdominal pain in the child. 
They are not of such importance as they re- 
quire operation. What we are most concerned 
about is the number of medical conditions 
which often so closely simulate the “acute 
surgical abdomen” that laparotomy will be done 
if a careful and complete study is not made and 
the utmost clinical judgement exhibited. 

Acute mesenteric lymphadenitis is the medi- 
cal condition most commonly confused with 
appendicits in children. In Jones and Menefee’s 
series this condition was found in 39 of the 
202 cases and all were operated on for ap- 
pendicitis. This is a pardonable mistake for the 
clinical pictures of the two conditions are usual- 
ly identical. Many children with acute mesen- 
teric lymphadenitis have a co-existing upper 
respiratory infection and often the glandular 
enlargement is not limited to the mesenteric 
chain but is found in the axillaries, cervicals, 
inguinals, or elsewhere. This fact emphasizes 
the necessity of making a careful general exam- 
ination of the child who is complaining of ab- 
dominal pain. 

It is said that arachnidism or black-widow 
spider bite may closely simulate appendicitis 
and other acute abdominal troubles. Our ex- 
perience has shown that the pain is much more 
severe and the musclar rigidity of the ab- 
dominal wall much more pronounced in arach- 
nidism than in appendicitis ; and too, there is the 
history of the bite to guide one in diagnosis. 

In sickle-cell anemia there is often severe 
abdominal pain in the right iliac fossa and 
much abdominal tenderness, though not local- 
ized, and leucocytosis is the rule; however, the 
peculiar anemia with sickling of the red cells 
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found almost exclusively in young negroes will 
prevent confusion of anyone who awaits a 
blood picture before deciding that surgery is 
needed. 

Pneumococcic peritonitis might easily be con- 
fused with appendicitis or with peritonitis of 
another cause. This type of peritonitis is best 
not treated surgically in the early stage. It is 
a disease of children of the pre-school age and 
seen almost exclusively in girls. There are 
no pathognomonic signs. The onset is usually 
sudden and preceded by diarrhea. Herpes of 
the lips is frequently seen. The fever is high, 
pulse rapid, and prostration marked. In pneu- 
mococcic peritonitis the abdomen usually pre- 
sents a soft doughy enlargement with only 
moderate tenderness. In the case herewith shown 
the abdomen was very tender and rigid. 

Case No. 4519. White. Girl. Age 14 yrs. 

The onset was with severe generalized ab- 
dominal pain 24 hrs. before admission. There 
was nausea but no vomiting. Temperature 
was 101. An enema and laxative were ef- 
fectual but gave no relief. The day after the 
onset the abdominal pain was still present, 
nausea continued, and much soreness was noted 
in the lower abdomen. On admission tempera- 
ture was 100.2, pulse 124, respiration 22. She 
appeared acutely ill. The chest was negative. 
There was general abdominal distension and 
no fluid wave. was normal. The 
lower abdominal tenderness was extreme and 
was greatest in the midline just below the 
umbilicus. There was also marked rigidity of 
the right rectus muscle. Rebound tenderness 
present. The urine showed slight albuminuria 
and heavy acetonuria. Leucocytes 18,500, polys 
91%, lymphs 9%. Operation was done im- 
mediately on a diagnosis of low-lying acute 
gangrenous appendicitis. General peritonitis 
with much free pus and plastic exudate was 
found. The appendix was not at fault. Culture 
of the peritoneal exudate showed pneumocci. 
Recovery without drainage ensued. 

We have had much trouble distinguishing 
between simple acidosis and acute abdominal 
conditions in children. Several years ago the 
writer corresponded with Dr. Hubert A. 
Royster, an authority on appendicitis, and also 
with Dr. Stuart McCuire, one of rare judge- 
ment and experience—about this 


Peristalsis 


problem. 
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What we gathered from their replies was that 
there is probably no such thing as simple aci- 
dosis that gives abdominal pain and tenderness 
and that we had probably been seeing cases of 
low grade appendicitis with associated aci- 
dosis. We cannot agree with this view as we 
have seen many, not several children relieved 
of pain and cleared of localized abdominal 
tenderness and fever by simply clearing up 
acidosis. The illustrative case here proves, at 
least, that the appendix was not the causative 
factor in acidosis. 

Case No. 1763. White. Girl. Age 12 yrs. 

The onset was sudden 3 days before ad- 
mission with generalized abdominal pain fol- 
lowed by nausea and vomiting. Pain localized 
in the right iliac fossa where it has remained. 
Nausea has continued since the onset. Laxatives 
gave no relief. The family physician advised 
appendectomy on the 2nd day of illness and the 
parents refused. Appendectomy was advised 
by another physician on the day of admission 
to the hospital. Temperature 99.2, pulse 110. 
Acutely ill in appearance. Chest negative. 
Generalized abdominal distension. No abdomi- 
nal masses. Extreme tenderness in the right 
lower quadrant. Right rectus muscle shows 
board-like rigidity. Acetonuria heavy. Urine 
otherwise negative. Blood count not done be- 
cause of the typical history and physical find- 
ings and the fact that the patient was admitted 
at night. Immediate operation was done and 
a harmless appendix removed. Nothing of a 
pathologic nature was found in the abdomen. 
Glucose was given postoperatively by vein and 
alkaline citrates by mouth. Recovery was 
prompt. Diagnosis: Acidosis. 

In the following case Royster’s view is sub- 
stantiated. This child did have acute appendi- 
citis with associated acidosis, but we contend 
that in some cases of simple acidosis in children, 
we may and do find abdominal pain, nausea 
and vomiting, localized abdominal tenderness, 
muscle spasm, and more or less leucocytosis. 
When such cases are operated on under anes- 
thesia the acidosis is much harder to control. 

Case No. 4736. Negro. Boy. 3 yrs. 

The onset was sudden with vomiting im- 
mediately after eating breakfast and 24 hrs. 
before he was seen by a physician. He had 
epigastric pain which continued throughout the 
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day and night. Vomiting was frequent. The 
child was very restless. Temperature 98.4, pulse 
98. Dehydrated. Chest negative. No abdominal 
distension. abdominal tenderness 
with muscle resistance greatest on the right 
side on the level of the umbilicus. Albuminuria 
1 plus. Acetonuria 4 plus. Leucocytes 18,450, 
polys 88%, lymphs 12%. Hartman’s solution 
was given by vein immediately upon admission 
because of the acetonuria and dehydration. 


Generalized 


Diagnosis of acute appendicitis was made 6 
hrs. after admission and appendectomy was 
done. Pathologist reported acute suppurative 
appendicitis. Recovery was prompt without 
nausea or vomiting after the first postoperative 
day. 

In dealing with children of the poorer class 
we have had much trouble with the differential 
diagnosis of intestinal infestation, 
particularly hook-worm. Children suffering 
with these troubles are frequently brought into 
the hospital for immediate appendectomy. Some- 
times we do not wish to await for a stool to 
be obtained and examined for ova. We have 
learned to depend upon the presence of 
eosinophilia in deciding against surgery. We 
have seen a number of cases in which the ap- 
pendix was blocked by or contained intestinal 
parasites, explaining localized pain; but we 


parasitic 


have many cases of parasitic infestation in 
which there was sufficient pain, local tender- 
ness, nausea, etc. to make one very suspicious 
of appendicitis. Perhaps other acute abdominal 
conditions of childhood might be simulated by 
intestinal parasitic disease. One such case that 
we recall was a little negro boy who was 
about to undergo laparotomy on a diagnosis 
of acute intestinal obstruction. A good general 
practitioner happened by, saw this child, and 
suggested that the obstructing abdominal mass 
might be ascaris or round worms, and the boy 
was saved from operation by his suggestion. 
Santonin relieved the intestinal obstruction. 
Case No. 4526. White. Girl. 13 yrs. 
Sudden onset one week before admission 
with pain in the right lower abdominal quad- 
rant. No nausea. No fever. On the night be- 
fore admission to the hospital the pain became 
more acute and there was nausea and vomiting. 
Has had two previous similiar attacks. 


Temperature 98.6, pulse 90, respiration 18. 








ry 
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Well nourished. Chest negative. No abdominal 
distension or masses. Marked tenderness in the 
right iliac fossa with rigidity of the right rectus 
muscle. No palpable organs. Urine negative. 
Leucocytes 11,900, polys 65%, lymphs 23%, 
eosinophiles 12%. Eosinophilia suggested in- 
testinal parasitic infestation. A stool showed 
many hook-worm ova. She was given carbon 
tetrachloride. Six days after admission, be- 
cause of repeated attacks and localization of 
pain, appendectomy was done. The pathologist 
reported acute obstructive appendicitis. Final 
diagnosis: Acute Obstructive Appendicitis, 
Ankylostomiasis. 

In our section we have seen much malaria in 
the past few years and have seen it give all 
kinds of clinical pictures. It is not at all un- 
usual in children with malaria to find local 
abdominal pain, local tenderness, and rigidity 
of the abdominal wall. Such children are fre- 
quently sent in for immediate appendectomy, 
but if a blood examination is awaited and sur- 
gery not rushed few of them will be operated 
on. A few hours time under observation usually 
shows a very high rise in fever. This fact 
emphasizes the folly of rushing any child into 
the operating room for appendectomy without 
taking time to study the case for a few hours. 

Case No. 3856. White. Girl. Age 12 yrs. 

Onset 4 days before admission with pain in 
the right lower abdomen and nausea. She was 
kept in bed three days by her physician with 
an ice-cap to the lower abdomen. Had had one 
previous attack called appendicitis. Temp. 99.8, 
pulse 100, respiration 20. Poorly nourished. 
Thyroid slightly enlarged. Chest negative. 
Liver, spleen, and kidneys not palpable. 
Generally tender in the right lower abdomen 
greatest at McBurney’s point without muscular 
rigidity. Albuminuria 1 plus. Acetonuria 1 
plus. Leucocytes 7,600, polys 74%, lymphs 
22%, eosinophiles 4%. No plasmodia found 
in a thick blood smear. Had a chill 2 hrs. after 
admission with fever rise to 105 degrees. Next 
day the abdominal pain and tenderness disap- 
peared. Fever subsided after quinine was given 
for several days. 

My last illustrative case shows a condition 
that we are urged to be on the lookout for in 
dealing with children who complain of acute 


abdominal pain. The physical examination of 
the chest is often negative in the early stage; 
however, there will often be “that something” 
in the child’s appearance prompting one to 
suspect the respiratory tract. A child very ill 
with pneumonia will sleep for long intervals ; 
yet a child ill with acute abdominal pain will 
not sleep or allow anyone else to sleep. The 
differential diagnosis between pneumonia and 
appendicitis may often be made on a careful 
history and physical examination; but where 
the least doubt exists as to the chest, it takes 
very little time to make an X-ray film. 

Case No. 5444. White. Boy. Age 7 yrs. 

The onset was sudden with severe epigastric 
and low right iliac abdominal pain, nausea and 
vomiting, and fever. He had had “a cold” for 
several weeks previous to the beginning of the 
present trouble. He was referred to us for 
appendectomy and a request made to operate 
immediately upon admission to the hospital. 
Temperature 100, pulse 120, respiration 28. 
Flushed cheeks. Dilatation of alae nasae on 
inspiration. Chest expansion limited on the 
right. Lungs resonant with no rales and no 
friction sound. Abdomen generally distended 
and tympanitic. Marked tenderness in the right 
lower abdomen greatest at McBurney’s point 
with marked rigidity of the right rectus 
muscle. Rebound tenderness present. Acetonuria 
1 plus, urine otherwise negative. Leucocytes 
22,500, polys 88%, lymphs 12%. X-ray of 
chest showed a_ smooth well-defined area of 
density in the middleportion of the right chest. 
Diagnosis: Lobar Pneumonia Right. 

The difference between the surgeon and an 
operator is one of diagnostic ability and sur- 
gical judgement. Acute abdominal pain in the 
child offers the unscrupulous and unconscienti- 
ous operator a large field of activity. These 
cases illustrative of the difficulties of diagnosis 
of abdominal conditions in children- do not 
adequately cover all of the problems which 
might arise. They are presented to emphasize 
the fact that children complaining of abdominal 
pain, even those admitted to the hospital for 
emergency surgery, do tax the diagnostic 
acumen and ability of the conscientious surgeon 
to the limit; and that scarcely any surgery is 
so imperative that a reasonable delay might not 
be had for careful study of the little patient. 
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DISCUSSION 


Dr. T. E. Bowers, Charleston: 

I am very glad to have the opportunity to be here 
to hear Dr. Jennings paper. 

The choosing of a subject to present on an oc- 
casion of this sort is always a difficult problem, 
but the one chosen by Dr. Jennings strikes us all 
full in the face, not only surgeons but every phy- 
sician who treats children. It is a practical, timely, 
well chosen subject and he should be commended on 
its choice. He has presented his subject so completely 
that any discussion is apt to revert to repetition. 

Of special interest in his paper are several facts 
that speak for themselves and in so doing bespeaks 
the sad truth of his subject Viz “Difficulties in Ab- 
dominal Diagnosis in Children” and places special 
interest on the word “Difficulties.” 

The first of these is the study of the statistics 
presented by him from the Duke Hospital, an institu- 
tion complete in diagnostic facilities and manned 
by a learned and experienced staff. Even under such 
favorable circumstances, out of 202 cases, 187 were 
operated upon and 50 of these were found to have 
conditions of a medical nature. Fifty cases operated 
upon for medical conditions, Why?, because a 
differential diagnosis could not be made otherwise. 
Fifty cases wisely subjected to exploration because 
the picture presented made a wise surgeon unwilling 
to take a chance that might cost a life. 

Another interesting fact Dr. Jennings so clearly 
demonstrated by his reported cases is that either 
operative or nonoperative cases not only can, but 
do present identical histories and clinical pictures. 
The inconstancy of the symptoms and physical find- 
ings as we were taught makes necessary a decision 
for safety and leads often to exploration which not 
infrequently, though safe, is disappointing and even 
embarrassing. Even though exploration is justified, 
the conscienscious surgeon feels such disappointment 
very keenly. 

Lastly Dr. Jennings closes his subject with a sort 
of disguised plea for sufficient delay to study the 
case and with this I heartily agree, yet sorrow has 
come to us all by delay. During the last month I 
had the opportunity of seeing a 5 year old male child 
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in consultation about 11 o’clock one night, just three 
hours after he had eaten a hearty supper and two 
hours after he had been taken with severe abdominal 
symptoms. Intense paroxysmal pains and free vomit- 
ing. Bowels had moved freely but not of a diarrheal 
nature. Temperature was normal, urine negative and 
blood picture well within normal limits. I expressed 
an opinion that I did not feel that the abdomen 
should be opened but that further observation would 
not only be wise but safe. The attending agreed but 
at 8 o’clock the following morning just 9 hours later, 
the picture had changed to a child with a board 
like abdomen, a very high blood count and with a 
temperature of 103 degrees. A preoperative diagnosis 
of a ruptured appendix with peritonitis was made but 
it turned out to be an incorrect one. A peritonitis 
was found but not from a ruptured appendix. 
It was from a perforated diverticulum of the ilium. 
A most unusual diverticulum too. because a patho- 
logical study revealed that it was lincd with mucosa 
such as is found in the stomach and his illness was 
the result probably of a perforating ulcer similar 
to those that develop in the stomach. Anomalies of 
nature and pecularities of development make positive- 
ness dangerous and add to the difficulties of diag- 
nosis. Would that we could be endowed with more 
of that “Certain Something” to which Dr. Jennings 
referred as being the thing that helps us to make a 
correct decision, because as have to 
deal with an unknown enetny affecting a patient of 
unknown physiological 


long as we 


characteristics abdomina! 
diagnosis will continue to be just as difficult and 
incorrect diagnoses will continue to be made. 
Dr. R. M. Pollitzer, Greenville: 

I have no desire to quarrel with Dr. Jennings 
about anything that he said nor to disagree with 
him on any of his points. I think he has covered the 
subject admirably, but I should like to say just a 
few words according to the way I look at it, and to 
stress a few things which he hinted at. 

In the first place, there are some children that we 
see with abdominal trouble that almost anyone can 
diagnose; and there are others, again, that almost no 
one can diagnose. I believe it takes long years of 
experience and rare judgment to hit these cases right 
all the time. I have known one or two men who were 
wizards at abdominal diagnosis, men who hit the 
nail on the head practically every time. We can not 
expect to be right all the time, but we can be right 
most ot the time. 

I think the chief error we make is that we focus 
our attention on the abdomen when there is a 
complaint of an abdominal condition. It is a good 
plan never to touch a child’s abdomen until you have 
sat at the child’s bedside for a while, have obtained 
the history, and have looked at the patient. It is 
surprising how much history you will get that the 
family does not think is important. I always leave 
the abdomen until the last in my physical exami- 
nation, except in my routine on new patients. In 
them I leave the throat to the last. 
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It is surprising how often you will see a child 
with tonsillitis who has abdominal pain. 

I also want to say that almost anybody can make 
a diagnosis of intussusception on the history. It is 
important to feel a mass; you ought to be able to 
feel it, and most of the time you have no trouble in 
feeling it, but the history is the important thing here. 

The blood count and urinalyzis are not as valuable 
as physical examination in nine out of ten sick 
children. 

Acidosis was referred to. I once saw a little child 
die from acidosis that had a ruptured appendix. 
There is such a thing as acidosis, but it is a secondary 
process. 

I recall a child’s being operated upon that had 
purpura. A good physical examination weuld have 
prevented that mistake. 

All in all, abdominal conditions are extremely 
trying. But I believe that with thorough examination 
and with a proper history there is no child so sick 
you can not take a few hours (you do not nced to 
take a few days,) but you can spare a few minutes or 
hours to study the case, you will be saved the 
embarrassment of operating when you should not 
and also of not operating when you should. 


Dr. J. W. Jervey, Jr., Greenville: 

I hope when I shall have finished and sat down it 
will not seem strange to you an eye, ear, nose, and 
throat man should get up to discuss the subject 
which Dr. Jennings has presented to you this morn- 
ing. 

I am glad in a way that Dr. Pollitzer stole my 
thunder in mentioning tonsillitis, which is, of course, 
a very important thing to find out about before the 
abdomen is opened. There is, however, another con- 
dition which Dr. Pollitzer did not mention and 
which 1 believe the essayist did not touch upon. 
It is not uncommon at all to find a child complaining 
of severe abdominal pain and no other pain when a 
complete examination will disclose nothing but acute 
otitis, which may be a catarrhal condition not re- 
quiring surgery or an acute condition that does re- 
quire surgery. 

It seems to me that this is a very timely paper 
which is of much interest and value. If it does noth- 
ing more it tells us of the inter-dependence of the 
various specialties in our profession and the need 
of more general knowledge on the part of us all. 


Dr. A. W. Browning, Elloree: 

As a general practitioner, all I wish to say is, 
Let’s give the surgeon and patient a fair chance and 
not wait too long. Send your patient at once and let 
the surgeon and laboratory make the decision. That 
has been my endeavor all my professional life. If 
we wait twenty-four hours, we shall lose a lot of 
children, as every hour adds to the mortality rate— 
if we are dealing with appendicitis. Let’s not do it. 
Dr. Jennings, closing the discussion: 

I have just one word to say, Mr. President. I 


want to thank these gentlemen for their excellent 
discussion. I do wish to make this explanation, that 
I intended no criticism of anyone except the man 
who rushes a child complaining of acute abdominal 
pain to the operating room, without a reasonable 
delay for study. I did not intend to convey the idea 
of advocating one day’s or several day’s delay. 
Just a few hours will often give you the informa- 
tion by which you will avoid a necdless operation. 





RETROPHARYNGEAL ABSCESS 
CLAY W. EVATT, M. D., CHARLESTON, S. C. 


I recently had occasion to review the cases 
of retropharyngeal abscess treated at the Roper 
Hospital within the last ten years. There are 
twelve cases ranging in age from eight months 
to thirty-nine years. I was impressed that three 
of the twelve cases died, or there was a mor- 
tality rate of twenty five per cent. I reflected 
that I have never heard a paper at any of our 
meetings on this very important and not un- 
usual condition. I further reflected that I know 
of another patient not in this series who died 
before reaching the hospital, which case might 
have been saved had the physician recognized 
the condition and instituted appropriate treat- 
ment in the home. 

In this condition dissolution may be due to 
obstruction of the air passages from swelling, 
or due to the tongue falling back and ob- 
structing the air passages (lingual death, of 
Jackson), from shock, hemorrhage, from in- 
spiration of pus into the trachea, and lastly 
from some general condition directly or in- 
directly associated with the abscess. 

In the Roper Hospital group one child died 
of inspiration of pus although tracheotomy 
was done immediately. One death was from 
dilated heart, and one from miliary tubercu- 
losis, of which a retropharyngeal abscess was 
merely a part. 

There are two varieties of retropharyngeal 
abscess, the acute and the chronic. Our present 
discussion deals mostly with the acute type, 
which is by far the more common. Eleven of 
our twelve cases were of this variety. 

The chronic type is easy to diagnose because 
of the gradual onset and the accompanying 
tuberculosis of the cervical glands or vertebrae. 

Read before the South Carolina Medical Associa- 
tion, Myrtle Beach, May 17, 1938. 
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The treatment of this type is different and not 
considered in this discussion. 
Anatomy 


The acute condition orginates in the pre- 
vertebral glands, which occupy the interval 
between the prevertebral fascia and the posterier 
wall of the pharynx. If looked at from the 
front they are just behind the pharynx. In 
order to understand the pathology it is neces- 
sary to remember that the prevertrebral fascia, 
stretching across the midline, separates the 
anterior visceral compartment of the neck, 
containing the trachea and esophagus, from 
the posterior, which contains the prevertebral 
muscle and cervical vertebrae and associated 
muscles. In front of the prevertebral fascia 
and adhering to it in the posterior wall of the 
pharynx, and between these two structures, on 
either side of the midline is a potential space, 
called the space of Gillett. This space contains 
the prevertebral or retropharyngeal glands. 
This group of glands is present in infancy but 
gradually disappears as the child grows. This 
fact explains why retropharyngeal abscess is 
most common in early life. 

Pathology. 


Infection of the deep cervical glands may 
easily pass to the retropharyngeal group and 
cause abscess formation. In two-thirds of the 
cases there is cervical-gland enlargement, eight 
of twelve in this series. Streptococcus is the 
most frequently found germ, though also 
staphylococus and pneurnococus are not un- 
usual, four of twelve in this series. Some con- 
sider the tonsils as the original source of in- 
fection and say that they are enlarged in eighty 
per cent of the cases. Enlarged tonsils were 
recorded only one time in the Roper Hospital 
series. Retropharyngeal abscess may occur as 
a complication of otitis media. There is one 
otitis case in this series, though which infection 
is secondary to the other is not stated. The 
retropharyngeal abscess was opened four days 
before the ear. 

Etiology 

The condition is much more frequent in 
very young children, more frequent in boys 
than girls. In this series there were four adults 
and eight children, three under one year. There 
were six males and six females. 


Symptoms 

Very young children rarely complain of sore 
throat so the abscess may have increased in 
size so as to interfere with breathing and swal- 
lowing before there is a suspicion as to the 
trouble. Listed among the symptoms are croupy 
cough, stiffness of the neck with the head in- 
clined toward the healthy side, and throaty cry 
resembling the quack of a duck. Of these 
symptoms none were recorded in the Roper 
series except stiffness of the neck, and that in 
one case only. Difficulty of breathing is the 
most important symptom. When the abscess is 
so high as to affect the nasopharynx the symp- 
toms suggest adenoids and must be differen- 
tiated from it. 

Diagnosis 

The swelling of the posterior pharyngeal 
wall behind the tonsil and to one side of the 
median plane is easily seen. In examining, one 
must avoid turning the head to one side as in 
this position, the transverse process of the axis 
vertebra causes in normal individuals a bulging 
of the posterior pharyngeal wall. On account of 
the thickness and firmness of the superimposed 
tissues fluctuation is not always present ; never- 
theless palpation is very valuable. 

Treatment 

As soon as the diagnosis is made the abscess 
should be opened through the mouth by a 
vertical incision and the incision spread. The 
head should be held well back, either by hanging 
it over the end of the table or by having a large 
pillow under the shoulder. If the suction is 
not used the patient is immediately turned over 
on the face with the head low, so as to assure 
complete evacuation of the pus through the 
mouth and nose. 

General anesthesia is not so much used as 
formerly, as the pain of incision is momentary 
and the likelihood of aspiration and disaster 
is increased by the anesthetic. Whether operat- 
ing with or without anesthesia, as a precaution- 
ery measure a tracheotomy outfit should be at 
hand except when an emergency makes it im- 
possible. In emergencies the operation may be 
done as effectively in the home as in the hospital. 

The real reason for this paper is to impress 
upon us the important and obvious fact that 
sickness in a child with difficult respiration and 
deglutition should lead to a careful examination 











Thr ~~ & rs Wa 


F ae he el 








THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


of the throat with resultant decrease in the 
mortality rate of twenty-five per cent in a 
condition in which, theoretically, all should re- 
cover. 

DISCUSSION 
Dr. E. W. Carpenter, Greenville: 

I want to commend Dr. Evatt and to express my 
appreciation to him for presenting this subject and 
to congratulate him upon the get-up of the paper. 
These cases are seen relatively seldom, but usually 
when they are seen they are emergencies. We have 
to act rapidly; we have to analyze the situation 
rapidly and differentiate the various causes for sup- 
puration in the neck. When we speak of deep sup- 
puration in the neck we immediately try to visualize 
the original focus of the infection and suppuration. 
This may be a peritonsillar abscess, a peripharyngeal 
abscess, it may be from the petrous apex of the 
mastoid bone, or it may an infection from the 
sphenoid bone. It may be a thrombophlebitis of the 
neck, it may be a retro-esophageal suppuration, or it 
may be a carotid suppuration. Each one of those 
different situations or locations requires more or less 
thoughtful preparation for attack. I am not going 
to discuss each one of them. 

In differentiating tuberculous retropharygneal ab- 
scess from ordinary mixed infection we have several 
different points to guide us. The first is the age of 
the patient. I do not recall and have not been able 
to find a well authenticated case of tuberculous 
retropharyngeal lymphatic abscess anywhere. Lym- 
phatic abscess in a young child is possible. It is 
like primary tuberculosis of the larynx. The pos- 
sibility of this has been argued pro and con for 
years and is still being argued. So we have the age. 
The younger the child, the less apt it is to have this 
form of tuberculosis. We have primary and secondary 
symptoms in tuberculosis infections of the pharynx. 
Usually there is an osteomyelitis of the spine if it 
it tuberculous. 

If we make up our minds it is a tuberculous ab- 
scess we approach it externally, and anywhere just 
back of the sterno mastoid will reach it. Use rubber 
drainage, and do not wash it out. 
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In attacking the problem of the treatment of a 
clear-cut case of retropharyngeal abscess in an infant 
(Because most of these cases are in infants; they 
are from three years down), there is only one 
technic which I think is justified. Set the child on 
the nurse’s lap, belly to belly. The nurse holds the 
baby by the wrists applied to the sides of the head 
and her elbows applied firmly to the baby’s thighs 
and tucks the baby’s head between her knees, thus 
inverting the baby and holding it securely. A thimble 
can be used as a bite block while the doctor explores 
the baby’s pharynx with his middle finger. If a mass 
is discovered which the doctor deems wise to open, 
he can puncture it with a sharp-pointed dressing 
forceps and spread them before withdrawing. Main- 
tain this position until bleeding ceases. Do not bother 
with a tongue depressor and a head mirror; these 
may precipitate a lingual death. Use the eye in the 
end of your finger. 

I have never seen a death from this condition. 
I have had the records searched in the Greenville 
City Hospital, in the Shriners’ Hospital, and several 
other local hospitals and have found only four cases 
of acute abscess and no case of tuberculous abscess. 

I thank you. 

Dr. Evatt, closing the discussion: 

I wish to thank Dr. Carpenter for his kind discus- 
sion. In the beginning I said I purposely stayed away 
from the tuberculous retropharyngea! abscess. We 
proved this case was from that cause by animal 
inoculation. Dr. J. F. Townsend did_ several 
inoculations, and there was no question of its be 
ing that variety. Three times a week we injected 
lipiodol into the sinus. During the course the pa- 
tient developed tuberculous peritonitis and finally 
passed out of the picture with miliary tuberculosis. 

The reason Dr. Carpenter did not find any tu- 
berculous retropharyngeal abscesses in Greenville 
is that the medical literature tells us that there is 
only one case found in two hundred thousand cases 
of tuberculosis. The reason that Dr. Carpenter did 
not find any such case in those two hospitals is that 
they are young hospitals, whereas the doctors in 
Charleston have been treating sick people for a 
long time. 








FIFTH DISTRICT MEDICAL SOCIETY 
MEETS 

The Fifth District Medical Society met, 
Wednesday, October 26, 4:00 P. M. at Winns- 
boro, S. C., with Dr. John C. Buchanan, Jr., 
of Winnsboro, President, presiding and Dr. 
Charles Spencer McCants of 
Secretary. 

The following interesting and instructive 
papers were read: Tuberculosis in Chester 


County, Dr. W. J. Henry, Chester; Acute Ap- 


Winnsboro, 


pendicitis, Dr. George H. Bunch, Columbia; 
Coronary Thrombosis, Dr. Emmett Madden, 
Columbia; Drugs in Everyday Pediatric Prac- 
tice, Dr. J. P. Price, Florence; Head Injuries, 
Dr. James McLeod, Florence. Dr. J. R. Des 
Portes of Fort Mill, President of the South 
Carolina Medical Association was present and 
gave an interesting talk. 

A number of doctors from York, Chester, 
Lancaster, Kershaw and Fairfield counties at- 
tended the meeting as well as several visitors. 
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THE SOUTH CAROLINA MEDICAL ASSOCIATION 
JOINS THE COLUMBIA MEDICAL SOCIETY IN 
HONORING DR. ROCK SLEYSTER, PRESIDENT ELECT 
OF THE AMERICAN MEDICAL ASSOCIATION 
ON NOVEMBER 14 


The Journal is privileged to publish the pro- 
gram of the Columbia Medical Society planned 


to honor the visit of Dr. Rock Sleyster, Presi- 
dent Elect of the A. M. A. In addition to the 
many honors conferred upon Dr. Sleyster the 
Journal recognizes particularly his extra-ordi- 
nary contributions as the Secretary for many 
years of the Wisconsin State Medical Society, 
Editor of its State Journal and at the present 
time Treasurer of his State Society. Perhaps 
it would be well just here to quote an editorial in 
his State Journal in connection with the elec- 
tion to his present high office. 

“The presidency of the American Medical 
Association with its close to 110,000 members 
has ever been the greatest honor that could 
be received by a physician at the hands of his 
brother practitioners. And yet now, as at no 
previous time in the history of the American 
Medical Association, the holding of the office 
as president entails great responsibilities. In 
no previous period has election as president 
carried with it such an implication of selection 
based on trust, confidence and demonstrable 
qualities of leadership in high effort. It is with 
a keen appreciation of these facts that the 
physicians of Wisconsin extend to Dr. Rock 
Sleyster affectionate greetings upon his unani- 
mous selection as president elect of the parent 
organization. 

The impressive list of offices previously held 
by Doctor Sleyster constitutes manifold demon- 
stration of earlier recognition of his self sacri- 
ficing willingness to serve and ability to lead. 
His fellow practitioners in Wisconsin are well 
aware, through long years of close association, 
that this man—above all others—is deserving 
of the trust that the physicians of the entire 
nation have now reposed in him. 

We congratulate the American Medical As- 
sociation on its ability to command the services 
of Rock Sleyster, the physician ; Rock Sleyster, 
the leader; Rock Sleyster, the counselor; but, 
most of all, Rock Sleyster, the humanitarian.” 


Some Interesting Facts About Dr. Sleyster 


Dr. Sleyster was born in Waupun, Wiscon- 
sin, June 14, 1879, graduated from the Medi- 
cal Department of the University of Illinois 
in 1902. In 1913 he was appointed to supervise 
the building of the State Hospital at Waupun. 
He served as Superintendent of that institution 
until 1919 when he resigned to become the 
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Medical Director of Milwaukee Sanitarium, 
Wauwatosa, which position he now holds. Some 
more of the impressive services rendered by 
Dr. Sleyster are as follows: 

1903-1909 Secretary, Calumet County Medi- 
cal Society 

1910-1913 Assistant Secretary, State Medi- 
cal Society of Wisconsin 

1914-1923 Secretary, State Medical Society 
of Wisconsin 

1915-1926 Delegate to the American Medi- 
cal Association 

1918-1923 Editor, Wisconsin Medical Jour- 
nal 

1922-1926 Vice Speaker, House of Delegates, 
American Medical Association 

(Twenty-two years uninterrupted attend- 
ance, House of Delegates) 

1924-1925 President, State Medical Society 
of Wisconsin 

1925-1938 Treasurer, State Medical Society 
of Wisconsin 

1926-1937 ‘Trustee, American Medical As- 
sociation 

1935-1937 Chairman, Board of 
American Medical Association 

Dr. Sleyster Receives Council Award 

Not so long ago the Council of his State 
Medical Society honored Dr. Sleyster by a 
special citation and a gold medal representing 
the seal of the State Society and the President 
had this to say about the doctor among other 
things: 

“For your devotion to the individual needs 
of the mentally sick, for service to your state 
in time of peace and war, and for your applied 
capacity erecting within your profession the 
foundation of a Society that cements men of 
common calling on the basis of the highest and 
finest values in human relations, we, your fel- 
low members, give you this seal of our Society 
as a token of your achievements and our esteem 
and affection.” 


Trustees, 


We have presented herewith a brief resume of 
the life story of the distinguished guest who 
is to come to South Carolina shortly and we 
appeal to every member of the South Carolina 
Medical Association who possibly can do so 
to join with the Columbia Medical Society 
in this special recognition of Dr. Sleyster on 
the evening of November 14. 
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The program is as follows: 
6:30 P. M.—Reception --__ Ball Room of the 
Columbia Hotel 
7:00 P. M.—Dutch Dinner ___- Ball Room of 
the Columbia Hotel 
8:30 P. M.—Scientific Session Crystal 
Room of the Columbia Hotel 
Septico-Pyemia 
Dr. W. J. Bristow, Columbia, §S. C. 
Discussion by Dr. A. F. Burnside, Co- 
lumbia, S. C., and Dr. O. B. Mayer, Columbia, 
Et 
Address : 
Medical Problems of the Day 
Dr. Rock Sleyster, President Elect Ameri- 
Can Medical Wis- 


consin. 


Association, Wauwatosa, 





THE NEW BUILDING AT THE MEDICAL COLLEGE 


The friends of the medical college through- 


out the state have been pleased to hear that 
the Public Works Administration has made a 
grant to supplement the amount authorized by 
the General Assembly for the purpose of new 
construction. The total sum made available 
will be about $265,000; which although not as 
much as we had hoped for, will enable us to 
construct much needed additions. Since the 
main building was erected twenty-five vears 
ago the only additions have been the physiology 
and pharmacology building on Mill Street, and 
later the library and pathology building at the 
northeast corner of Calhoun and Lucas Streets. 
But even with these additional structures the 
laboratory and lecture room space has been 
wholly inadequate for the teaching and re- 
search work done by the college. Furthermore, 
the accommodations afforded by the out-pa- 
tient, or dispensary, of the Roper Hospital are 
crowded as to space and poorly arranged for 
the purpose of medical care and teaching, for 
which they never were intended. The con- 
templated new buildings will enable the college 
to overcome these deficiencies to a considerable 
degree. The plans for the new buildings are 
not yet completed, but it is expected that in a 
short time everything will be ready to start 


work, J. L w. 
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PATHOLOGICAL CONFERENCE, MEDICAL COLLEGE OF THE 
STATE OF SOUTH CAROLINA 


KENNETH M. LYNCH, M. D., PROFESSOR OF PATHOLOGY 


——_.g—— 


ABSTRACT NO. 356 (44483) 
Case of Dr. Prioleau 


January 21, 1938 


Student Boggs (persenting abstract) : 

A 32 year old white male, 
10-8-37, died 12-25-37. 

History: Onset about June Ist, 1937 with sharp 
pain in right side of chest and in right shoulder. 
No fever at this time, but a slight hacking cough. 
About three weeks later woke up during night with 
stabbing pain in right side of chest and in right 
shoulder, with high fever, and non-productive cough. 


truck-driver, admitted 


Continued to work for two weeks in spite of fever 
and pain. In Aug. 1937 was seen in OPD complaining 
of fever and weakness. Temp. at this time 101, and 
slight dullness was noted over right lower lung. Under 
treatment by an outside physician for “malaria” he 
seemed to become better. Then, Sept. 29th, at 1:30 
AM, he woke with a cough that almost took his 
breath away, and a large 

to gush out of his mouth. 


amount of 
The sputum was not 
blood-tinged. Cough became worse progressively, and 


pus seemed 


was aggravated by change in position, especially when 
lving down. On Oct. 2nd coughed up several mouth- 
fuls of blood, and continued to expectorate blood- 
tinged sputum. Temp. 102 at this time. On admission 
still had cough, expectoration of blood-tinged sputum 
and pain in right side. Previous illnesses and family 
history irrelevant. 

Examination: Temp. 101.4, pulse 110, resp. 22. BP 
102 /60. Pale, emaciated in appearance. Skin hot and 
dry. Teeth carious. Eyes, ears, nose neg. Submental 
and posterior cervical lymph glands palpable. Slight 
supraclavicular pulsation. Thyroid not 


palpable. 
Chest: diminished expansion on 


right. Tactile 


fremitus, breath sounds whispered and spoken voice 
sounds decreased to absent over base of right lung, 
more marked posteriorly. 
just above area of 


Moderately coarse rales 
dullness posteriorly. Tubular 
breathing at inner border of right scapula. Mediasti- 
num not widened. 
not visualized, no 


Heart: not enlarged, apical beat 
murmurs heard. Abdomen: no 
organs or masses felt. No tenderness. Remainder of 
exam. negative. 

Laboratory: Urine neg. (4 exams). Blood (16 
exams.) Hb about 62% (H&H) for first two weeks, 
RBC’s about 3.6 millions, WBC about 9000, polys 
about 70%. On 10-29, Hb 50%, RBC 3.07 millions, 
WBC 16,050, polys 74%. On 12-9-37, Hb 75% 
(H&H), RBC 4.08 millions, WBC 24,050, polys 
59%. Sputum (7 exams) no t. b., mixed bacteria, 
occasional blood cell, many leukocytes, fusiform 
bacilli and spirochetes, no elastic fibers. Culture of 
pleural exudate (12-13): B. 


proteus, hemolytic 


streptococcus. Culture of thoracotomy wound (12-8) : 
hemolytic streptococcus, staph. aureus. Blood culture 
(12-18 and 12-20) no growth. Feces neg. (1 exam). 
Blood Kolmer and Kline neg. Blood chemistry (12-2) 
serum calcium 8.8, serum phosphorus 4.11. Urea N 
12-7 mgs (2 exams). X-rays of chest (6). 
Temp. 99-103.6 first 
98-101 for three gradually becoming 
higher for remainder of life, generally 100-103 after 
2nd operation. Pulse followed temp curve on chart. 


Course: 
then 


before operation, 


weeks, 


Resp. generally 20-28, somewhat more rapid towards 
end of course. Bp remained about the same. Pain, 
cough and expectoration continued, postural drain 
age apparently quite effective in promoting drainage, 
but made patient uncomfortable. Intermittent spells 
of dyspnoea and cyanosis. Given 13 blood trans- 
fusions, averaging about 500 cc. each. Chest aspirated 
10-26 and 135 cc. of thick bloody purulent fluid ob- 
tained. 10-29, foul 
Patient appeared to 
after operation but symptoms 
again became more severe. Thoracic cavity explored 
again on 12-3, but no more pus was evacuated. Com- 
plained of abdominal pain on 12-24, and abdomen 
became tympanitic; right rectus muscle slightly rigid, 
tender on right, especially in lower quadrant 


Portions of two ribs resected on 


pus evacuated drain inserted. 


improve somewhat 


Jecame 
progressively weaker and died on December 25, 1937. 
Dr. Prioleau (conducting): There is little to add 
to the record as abstracted here. There was a re- 
markable reduction in the amount of sputum after 
the first operation, but fever and leukocytosis con- 
tinued. Repeated examinations of the abdomen, rectal 
examinations, failed to reveal anything of 
significance until the day before death, when tympani- 
tes, right rectus rigidity and tenderness developed. 

Mr. Chappell, will you open the discussion? 

Student Chappell: There are three diseases which 
I think we might consider from the outset. These 
are primary carcinoma of the lung which later be- 
came infected; lung abscess; and empyema. 

The onset of very vague symptoms, followed by 
hemoptysis, is not uncommon in primary carcinoma 
of the lung. When obstruction of the bronchus by 
tumor growth infection of the tissue is 
common, with the development of a lung abscess. 
The presence of fusiform bacilli and spirochetes of 
Vincent’s infection argue against this 
type of disease, since they are frequently found in 
lung abscess following carcinoma of the lung. 

It could have been lung abscess, but we have here 
no obvious cause for a lung abscess, and lung ab- 
scess does not come from a clear sky. Too, if his 
illness had begun with a lung abscess in June, he 
probably would have been sicker from the start, and 
unable to work. There was no elastic tissue in the 


etc., 


occurs, 


does not 
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sputum, which would indicate that there was no 
widespread destruction of lung tissue. 

Even more unlikely is the possibility of empyema 
at the beginning of the illness. But empyema could 
have followed a rather indefinite respiratory in- 
fection, or there could have been a pleurisy at the 
beginning, later complicated by empyema. The pus 
in the pleural sac could then have ruptured into the 
lung and given a broncho-pleural fistula and lung 
abscess in that way. No matter how we approach 
the onset, I believe this man had a lung abscess at 
the end of his illness. 

Dr. Prioleau: Are you satisfied with that analysis? 
Here is an X-ray of the chest taken in August 1937, 
when the patient visited the dispensary. It was re- 
ported as being negative. What do you think of this 
film? 


Student Chappell: I can see nothing abnormal 
there. 
Dr. Prioleau: A primary abscess of the lung— 


what would be the etiology of such a condition? 

Student Chappell: It could result from the aspira- 
tion of infected material from the mouth (it is 
recorded that the teeth are carious), or it could 
have resulted from infection of a _bronchiectatic 
cavity. Of course I would hardly expect bron- 
chiectasis to be present without some symptoms. In 
either case, the lung disease would be secondary in 
a sense. 

A primary empyema, the so-called “ideopathic 
empyema” must surely be secondary to some disease, 
but the primary disease may have been unrecognized. 

Dr. Prioleau: At operation, the lung itself was 
not drained, merely the pleural cavity; yet there was 
very marked relief of symptoms. What bearing may 
that have on your diagnosis? 

Student Chappell: The relief of symptoms must 
have been from the drainage of the pus in the 
pleural cavity, and hence this points more towards 
empyema, which ruptured into the lung at the time 
when the patient awoke in the middle of the night 
and the pus gushed from his mouth. 

Dr. Prioleau: Mr. Langsam, what do you make 
of the case? 

Student Langsam: I am not so sure that that first 
film, in August, was negative. The diaphragm ap- 
pears to be elevated, and that brings up the pos- 
sibility of some process beneath the diaphragm which 
later ruptured through the diaphragm, into the 
pleural cavity or lung. This could be a sub-diaphrag- 
matic abscess, such as may follow ulceration and 
perforation of the bowel or stomach, with a localized 
peritonitis or abscess. 

I think we must also consider amebic abscess of 
the liver, with rupture into the lung or pleural cavity, 
through the diaphragm. That would fit with the on- 
set in June with pain in the right side of the chest 
and in the right shoulder, the latter being a referred 
pain such as is commonly met with in gall bladder 
or liver disease, or with diaphragmatic pleurisy. 
Amebic liver abscesses usually present very vague 
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symptoms for some time, and it is not necessary 
that there be a history of intestinal disease. In- 
testinal symptoms may be completely absent, or may 
have occurred so far in the past that they are for- 
gotten. Only one stool examination was made, and 
that showed no ameba or encysted forms, but that 
does not exclude the possibility. 

I cannot arrive at a definite diagnosis, but I 
believe that an original infection beneath the dia- 
phragm, with later rupture through the diaphragm, 
fits better with the early symptoms than does abscess 
of the lung to begin with. 

Dr. Prioleau: Mr. McBrearty? 

Student McBrearty: The fact that the first X-ray 
of the lung showed no definite disease of the lungs 
coes not rule out the possibility of lung abscess; 
an abscess might have been located posteriorly, be- 
hind the dome of the diaphragm and not show in 
a single anteroposterior film. From August on, the 
course of the disease is that of lung abscess and 
empyema. I believe that the lung abscess was pro- 
duced by aspiration infection, possibly from the in- 
fected region about the teeth. 

Dr. Kelley: I think that it is pretty hard to tell 
from the facts given us and from the X-ray films, 
just where the original process was located, par- 
ticularly whether above or below the diaphragm. 
Of course a lung abscess at the periphery of the 
lung, behind the dome of the diaphragm would not 
have shown on the films. 

In any case of suppuration within the lung in 
which the original infection is thought to have 
come from below the diaphragm, the pus should be 
examined for amebas and Friedlander’s bacilli. The 
latter would have been shown in the cultures, and 
we can exclude that possibility. Examination of the 
pus for amebase should have been done, and might 
have made the diagnosis. 

Dr. Kredel: The fact that this man’s first sputum 
appeared as a sudden gush to wake him up during 
the night is more in favor of a sudden rupture of an 
empyema into the lung rather than a sudden rupture 
of a lung abscess into a bronchus; of course the 
latter could occur suddenly, especially if the abscess 
was of the embolic type, but the former is the more 
usual cause of a sudden gush of pus from the lung. 

I don’t think we can say from the data whether 
an amebic infection was present or not. 

Dr. Prioleau: It was our idea that this con- 
dition was a pleural infection to start with, and 
that it had suddenly ruptured into the lung with the 
establishment of a broncho-pleural fistula. But the 
return of fever after we thought the empyema had 
been adequately drained caused us to search further. 
We thought there might be a_ subdiaphragmatic 


abscess, but I must admit that the possibility of 
the subdiaphragmatic abscess being first, and later 
rupturing into the thoracic cavity, had not occurred 
During the second operation, we explored 
through the diaphragm, but were unable to find any 
pus there. We had thought of a sub-phrenic abscess 


to us. 
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as a complication of empyema, not the other way 
around. Rather suddenly, the day before death, I 
believe, this man developed pain, tenderness and 
rigidity in the right lower quadrant of the abdomen. 
We were at a loss to explain this, and I believe 
that the house staff believed that it was appendicitis. 

Dr. Peery: Let’s look back at this first X-ray, taken 
in August, after symptoms had already been present 
for two months. To me that diaphragm does appear 
to be elevated. Of course nothing definite could be 
made from a single view showing that, since the 
contour of the right lobe of the diaphragm is not 
apparently deformed. But I believe that if that 
man had been in the hospital at that time, some 
attention would have been paid to the possibility, 
further views, oblique and lateral, and fluoroscopic 
examinations would have been studied. If the case 
had really been suspected of being a liver abscess, 
the first condition that would have come to mind 
would have been amebic abscess of the liver. Re- 
peated examinations of the stools might then have 
revealed the amebas. 

This intestinal amebiasis, amebic 
abscess of the liver with rupture through the dia- 
phragm into the pleural cavity, with later rupture 
into the lung, and amebic abscess of the lung. Care- 
ful examination of the sputum for amebas might 
even have showed them. But everyone was misled 
because his picture, after he was in the hospital, was 
one of suppurative disease of the lung or pleura. 
This emphasizes the importance of studying the case 
chronologically in so far as possible, rather than 
beginning the study at the time of the first exami- 


was a case of 
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nation. 

(Using micro-projector) Here you see the necrosis 
of the mucosa of the cecum, with almost complete 
disintegration of its walls, and with numerous amebas 
in the necrotic area. Some of them can be seen in 
the small veins of the intestinal walls. That is the 
usual means by which the amebas reach the liver: 
by invasion of the veins, then being transported in 
the portal circulation to the liver, to set up an 
amebic abscess there. Here you see a section of the 
liver abscess. It has a dense fibrous wall, and it has 
been emptied of most of its contents, since it ruptured 
through the diaphragm and discharged into the 
pleural cavity. Only a few amebas are to be seen 
here in the liver. In this section of the lung you see 
the same complete disintegration of tissue which 
you noted in the intestine, with many amebas being 
apparent. Leukocytosis is not a particular feature 
of suppuration associated with amebic infection; 
the amebas seem to be capable of liberating their 
own agents for tissue destruction, without the aid 
of the leukocytic ferments. This feature of amebic 
infection is the reason the name “histolytica” is 
tacked on behind the commonest pathogenic form 
of ameba. 

As a terminal feature in the case, doubtless occur- 
ring at the time of the onset of acute symptoms in 
the right lower quadrant, there was a perforation of 
one of the ulcerations in the cecum, with dissemi- 
nation of fecal material into the peritoneal cavity, 
and a generalized peritonitis. The liver abscess and 
lung abscess seem to definitely antedate the rupture 
of the bowel and the peritonitis. 





SURGERY 





WM. H. PRIOLEAU, M.D., F.A.C.S., CHARLESTON. S. C. 





FATAL TOXIC REACTIONS ASSOCIAT- 
ED WITH TRIBROMETHANOL 
ANESTHESIA 


New anesthetic agents not infrequently re- 
ceive an unmerited popularity on account of 
their appeal to the comfort of the patient with 
disregard of certain dangers connected with 
their use. This statement is applicable to 
Avertin with amylene hydrate. The characteris- 
tic of this anesthetic which is chiefly account- 
able for its popularity with patients is the ease 
of induction and the post-operative sleep re- 
sulting in a minimum of psychic trauma. From 
the standpoint of the surgeon it is convenient 
for operations in and around the airways and 
its administration requires no particular skill. 


That it is not as safe as it has been popularly 
regarded is now being realized. Dangers as- 
sociated with its use is the subject of an article 
by H. K. Beecher of Boston (J. A. M. A. 
111:122 July 9, 1938). 


Variability in response to the drug introduces 
an element of uncertainty and therefore danger. 
This is caused by differences in the conformity 
and absorptive powers of the colon. The higher 
the level reached by the drug, generally the 
more rapidly it is absorbed. Under such circum- 
stances a dose may be well borne at a low level, 
and toxic if it reaches a high level due to its 
being more rapidly absorbed. 


A respiratory depression frequently ex- 
perienced by patients under Avertin with 
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amylene hydrate prolongs the induction period 
where volatile anesthetic is to be given. This 
delays the introduction of an airway and is 
particularly dangerous in patients with a lot 
of bronchial secretion, causing an anoxemia. 
The immediate depression lasts usually from 
ten to thirty minutes. It affects chiefly the 
respiration but also the circulation. The force 
of the heart beat is weakened and the rate 
slowed. The fall in blood pressure is due main- 
ly to the cardiac depression and depression of 
the vasomotor center. The immediate depres- 
sion is not infrequently alarming; it must af- 
fect the recovery of the patient. Occasionally 
the effects described are prolonged or delayed. 
The patient may be irrational or unconscious 
a long time with consequent danger of self 
injury or acquiring hypostatic pneumonia. 
At the cost of a great many lives it has 
been learned that there are contraindications 
to the use of Avertin with amylene hydrate :— 
notably hepatic and renal disease, also heart 
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disease, myxedma, conditions in which the 
oxygenating ability of the body is impaired, 
widespread sepsis, cachexia, inflammatory 
disease of the large bowel, and old age. 


A number of the early fatalities were due 
to the use of too large a dose. The recent 
tendency has been toward smaller doses and 
toward the use of Avertin as a basal anesthetic 
only. 

The author gives detailed reports of seven 
fatalities attributed to Avertin anesthesia. 
Several of these probably could have been 
prevented in the light of present day knowledge. 
He gives a table of comparative death rates 
with the commonly used anesthetics. In this 
table Avertin is responsible for one death in 
500 as compared with chloroform one in 2,000 
and ether one in 5,000. 


With a better understanding of its limita- 
tions and its dangers there is reason to believe 
that the proportion with Avertin will decrease. 





-— 
—_— 


EYE, EAR, NOSE AND THROAT 





J. F. TOWNSEND, M.D., F.A.C.S., CHARLESTON, S. C. 





OBSERVATIONS IN THREE HUNDRED 
CASES OF ACUTE MASTOIDITIS 


DRS. GEORGE C. KREUTZ AND GORDEN L. WITTER, 
ANALS OF OTAL., RHIN. AND LARYN., 
DEC., 1937, p. 1060 


“This study was undertaken to determine 
(1) the value of surgical incision of the tym- 
panic membrane in comparison with allowing 
spontaneous rupture to occur: (2) the pre- 
disposing causes of mastoiditis ; (3) the bacteri- 
ology of uncomplicated and complicated mas- 
toid infections; (4) the optimum time to 
operate; (5) and to compare vigorous post- 
operative treatment with a modified passive 
procedure.” 

“The age of our patients varied from three 
months to sixty-eight years.” “Dividing the 
cases into two groups, viz, “A” where surgical 
incision of the drum membrane was done, 
and “B” where the membrane was allowed to 
rupture spontaneously, we studied the cases 


with respect to (1) duration of earache before 
the onset of aural discharge; (2) duration of 
aural discharge prior to mastoid operation; (3) 
duration of aural discharge after operation; 
and (4) total duration of post-operative care.” 
It was found that the pain prior to discharge 
averaged 1.5 days in group A and 3.1 days in 
group B. The aural discharge persisted after 
operation for 6.5 days in group A and for 10 
days in group B. 

“In other words, all conditions were more 
favorable when the drum was incised instead 
of being allowed to rupture.” 

“Cultures taken from the mastoid cavities 
at the time of operation were reported as fol- 
lows,” Streptococcus Hemolyticus, Streptococ- 
cus Viridans, Staphylococcus Aureous, Staphy- 
lococcus Albus, and Pneumococcus; of which 
the Streptococcus Hemolyticus was greatly in 
preponderance. But there is an interesting ob- 
servation with the difference in mortality be- 
tween the Streptococcus Hemolyticus and the 
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Pneumococcus type 3. Of the Streptococcus 
Hemolyticus cases 4% died but of the pneu- 
mococcus type 3 50% died. In other words, 
Pneumococcus type 3 proved 12 times as dead- 
ly as the streptococcus in mastoid disease ; thus 
emphasizing the need of culturing the middle 
ear at the time of paracentesis. 

As to the time of performing the mastoid- 
ectomy, “our statistics indicate that there are 
fewer complications when mastoid operations 
are performed during the second and third 
weeks of the course of the mastoid infection.” 
They give a detailed analysis by weeks: 


1. Operation in Ist. week ~--------- 53 cases 
Complications with recovery ~----- 3 cases 
Complications with death ------ 12 cases 

2. Operation in 2nd week ~-------- 70 cases 
Complications with recovery ~----- 7 cases 
Complications with death ~_-----_- 1 case 

3. Operation in 3rd week ~--------- 85 cases 
Complications with recovery ~----- 3 cases 
Complications with death _-..------- none 

4. Operations in the 4th week or later 92 cases 
Complications with recovery ~---- 19 cases 


Complications with death __.------ 6 cases 


It would, therefore, seem unwise, as a rule, 
to operate during the first week when the 
mastoid infection is poorly localized. Like- 
wise, complications of a serious nature seem 
to increase if operation is delayed beyond four 
weeks. The second and third weeks seem to be 
the optimum time at which to perform a simple 
mastoidectomy.” 

Of the predisposing causes 42.5% presented 
frank evidences of paranasal sinus disease, and 
62.5% of the total number had not had a tonsil- 
lectomy or adenoidectomy. 

“In seventeen recurrent mastoid infections, 
and in all twenty-one cases that developed 
chronic otorrhea, sinus disease was definitely 
present. Tonsils and adenoids had not been re- 
moved in four cases that developed chronicity 


and in twenty-one cases that recurred,” from 
which valuable deductions may be made. 
Postoperative care—Active treatment is an 
open wound with packing and irrigations. The 
passive treatment is a light pack of bismuth 
gauze and the incision closed, and gauze in- 
serted in the canal. The mastoid packing is 
replaced in four days by a rubber catheter ex- 
tending into the mastoid antrum. The results 
are as follows: 
1. Duration of aural discharge 


(a) Under active treatment _.--.. 8.9 days 

(b) Under passive treatment -... 5.0 days 
2. Duration of Postoperative care 

(a) Under active treatment _... 41.0 days 

(b) Under passive treatment __-. 28.5 days 


The statistics would indicate the desirability 
of less interference with the mastoid wound 
during the healing period. Probably of equal 
significance is the comfort of the patient when 
mere passive postoperative methods are em- 
ployed.” 

CONCLUSIONS 


“1. Surgical incision of the tympanic mem- 
brane lessens duration of pain prior to aural 
discharge, affords an opportunity to collect un- 
contaminated cultures from the middle ear 
cavity, shortens the total duration of the 
disease, facilitates a more timely operation and 
lessens the number of complications of acute 
purulent otitis mastoiditis. 

2. The most common organism to invade the 
mastoid process is the streptococcus hemolyti- 
cus. 

3. Pneumococcus type 3 is a most dangerous 
organism to invade the mastoid bone. It is 
insidious in its course and more frequently 
than other organisms, gives rise to serious intra- 
cranial complications. 

4. A tempered non-interference policy in 
postoperative treatment of mastoiditis lessens 
the period of postoperative discharge and care 
and is easier on the patient.” 








A TEXTBOOK OF OPHTHALMOLOGY: By 
Sanford R. Gifford, M. A. M. D., F. A. C. S.,, 
Professor of Ophthalmology, Northwestern Uni- 
versity Medical School, Chicago; Attending Ophthal- 
mologist, Passavant Memorial, Cook County, Wesley 
Memorial and Evanston Hospitals. 492 pages with 


249 illustrations. Philadelphia and London: W. B. 
Saunders Company, 1938. Cloth, $4.00 net. 

This is an excellent hand-book for the use of 
medical students and general practitioners. It is 
unusually rich in illustrations and should prove quite 
a satisfactory volume for the purpose intended. 
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SOUTHERN MEDICAL AUXILIARY 
NEWS 


The fifteenth annual meeting will be held in 
Oklahoma City at the Oklahoma Biltmore 
Hotel. Mrs. Luther Bach, our president, is re- 
questing all members and guests to register as 
early as possible on Tuesday morning. 

The Executive Committee will be guests of 
the Southern Medical Association at breakfast 


Wednesday, November 16th and all women 
attending the Southern Medical Association 
are invited to join the members at 10 A. M. 
in the Crystal Room at the Skirvin Tower 
Hotel for the morning session. 

Mrs. Eugene Holcombe will make the ad- 
dress. Mrs. Holcombe’s subject will be “The 
Importance of Health Education Programs.” 

The annual lunch hour will be at 12:30 
Wednesday. Tickets will be on sale as the 
registration booths, price $1.25. 

The highlight of the hour will be the ad- 
dresses of Mrs. Bach and Mrs. Tomlinson, 
our national president from Omaha, Nebraska. 

The closing session will convene Thursday 
moring at 9:30 o’clock at the Biltmore Hotel. 

Let me urge all members of the South Caro- 
lina Auxiliary to go. The inspiring addresses, 
the charming people who make Oklahoma City 
their home, and the renewal of old friendships 
make the trip so worthwhile. 

With best wishes to each of you in making 
this the most outstanding year in Auxiliary 
history. 


Sincerely, 

Mrs. T. R. W. Wilson, 

First Vice President Woman's 
Auxiliary, Southern Medical As- 
sociation. 


_ 





NEWS 


Dr. C. L. Kibler of Columbia, spent the 
second week in October, in Washington, D. C. 
attending a conference called by C. E. Rice, 
Surgeon United States Public Health Depart- 
ment, Consultant to the Social Security Board 
in reference to the blind and prevention of 
blindness in the United States. Dr. Kibler is 
supervising ophthalmologist for the State Wel- 
fare Department. Before returning home he 
also attended the annual meeting of the Sea- 
board Air Line Railway surgeons in Richmond, 
Virginia. 


ITEMS 


Dr. and Mrs. I. Jenkins Mikell of Columbia 
are receiving congratulations on the arrival of 
a daughter born Tuesday, October 11, at the 
Columbia Hospital. 


Dr. Sidney Capers Zemp 71, of Camden, S. 
C., died October 14, in Augusta, Georgia, after 
an illness of two years. 


Dr. Zemp, a life-long resident of Camden, 
practiced his profession there for about 40 
years after his graduation from the medical 
school of the University of Pennsylvania. He 
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was a Mason, member of the American Legion 
and Vice President of the Camden hospital. 
He is survived by his wife, one daughter, one 
son and a number of nieces and nephews. 


Funeral services were held Sunday after- 
noon, October 15, from the Methodist Church, 
the Rev. Bryce Herbert officiating, with burial 
in the Quaker cemetery. 


Dr. Robert W. Gibbes, world traveler, show- 
ed a group of his colored motion pictures at 
the Schneider School Auditorium, Columbia, 
S. C., October 12, at 7:30 P. M. The pictures 
were from all the remote places of the world 
and showed strange people, animal and plant 
life in their natural colors and settings. They 
were interesting and educational masterpieces 
gathered together by Dr. Gibbs who is devoting 
part of his life to these unusual adventures. 


Dr. E. A. Hines, Jr., member of the Staff 
of the Mayo Clinic, Rochester, Minnesota, and 
his wife, spent the last two weeks in October 
visiting his parents Dr. and Mrs. E. A. Hines, 
Sr., of Seneca. Before returning to the Clinic, 
Dr. Hines, Jr., spoke at a meeting of the Ex- 
interns Alumni Association of St. Elizabeth’s 
Hospital, Richmond, Virginia, and at the meet- 
ing of the Central Society for Clinical Re- 
search, Chicago, Illinois. 


Dr. and Mrs. David S. Asbill returned to 
Columbia, Sunday, October 23, after a trip 
to Washington, D. C., where they spent a 
week. Dr. Asbill attended a medical convention 
and on Monday afternoon, Mrs. Asbill was a 
guest at the tea given by Mrs. Franklin D. 
Roosevelt at the White House for the wives 
of visiting doctors. 


The following are new members of the 
faculty of the Medical College of the State of 
South Carolina, 1938-39. 


Walter Scott Custer (Bacteriology); B. 
A. University of Montana, 1935; M. A. 
University of Montana, 1936. 
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Seaton Sailer (Pathology) ; A. B. Cornell 
University; M. D. Long Island College of 
Medicine. 


Marcus Edward Cox (Pathology) ; B. S. 
University of Cincinnati; Bachelor of Medi- 
cine, University of Cincinnati; M. D., Uni- 
versity of Cincinnati. 


James Marshall McFadden ( Pathology) ; 
B. S., Indiana University School of Science, 
1934; M. D., Indiana University School of 
Medicine, 1936. 


Bruce H. Richardson (Anatomy); B. §&., 
Furman University, 1935; M. S., University 
of Chicago, 1938; Professional Experience: 
Two years instructor at Furman. 


Soloman Care Warch (Pharmacology) ; 
B. S., University of Illinois, 1929; M. §S., 
University of Illinois, 1933; M. D., Uni- 
versity of Illinois, 1936; D. G. O., Dublin 
University (Trinity College), 1938; Pro- 
fessional Experience: Research fellow in in- 
ternal Medicine ; Demonstrator in physiology. 


Gerald Samuel Savitz (Pharmacology) ; 
B. S., Philadelphia College of Pharmacy and 
Science, 1938; Member of PH. G. class, 
Philadelphia College of Pharmacology and 
Science, 1934; Professional Experience: 
Assistant in Department of Operative Phar- 
macy, Philadelphia College of Pharmacy and 
Science; Retail experience in many profes- 
sional Pharmacies in and about Philadelphia 
for 7 years; Charge of Professional exhibit 
of U. S. P. at the A. M. A. 1937, A. Ph. A. 
1937, A. Ph. A. 1938; Hospital Convention 
1936; State Association 1937; State As- 
sociation 1938. 


Dr. R. C. Alverson, Greer, S. C., attended 
the meeting of the Inter-State Postgraduate 
Medical Association of North America held 
at Philadelphia, Pennsylvania, October 31— 
November 4. 
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BOOK REVIEWS 


The book, A FULL AND CLEAR REPLY TO 
DOCT. THOMAS DALE By James Kilpatrick, 
has been published through the keen interest of 
Dr. J. I. Waring of Charleston, Assistant Editor 
of the Journal, and at the present time Chairman 
of the Historical Commission of the South Carolina 
Medical Association. The book has already received 
marked notice and deservedly so. It it highly im- 
portant that the history of South Carolina medicine 
and the life story of the achievements of medical 
men who have in any way been worthily connected 
with the State be preserved. In the main this is a 
labor of love to which comparatively few are willing 
to devote themselves and yet it is an important 
service. 

The following information is abstracted from the 
circular sent out by the printer. The smallpox 
epidemic of 1738 in Charleston, South Carolina gave 
rise to a controversy between two of the local 
practitioners, Thomas Dale and James Kilpatrick. 
In the fashion of the day they aired their medical 
quarrel by publishing pamphlets defending their ideas 
and practices, and in this way made a beginning of 
medical literature in South Carolina. While these 
products contributed little or nothing to medical 
progress, they are of interest to students of medicine 
in America, and for this reason the one known 
survivor of the group, a pamphlet belonging to the 
British Museum, has been reproduced in facsimile. 

Peter Timothy, the printer, was the son of Lewis 
Timothy, who was a partner of Benjamin Franklin 
in the publication of “The South Carolina Gazette.” 

More about Dale, may be found in the article by 
Robert E. Seibels in the annals of Medical History 
(new series) Vol. 3:50-57. A sketch of Kilpatrick 
by Joseph I. Waring will be found in the same publi- 
cation. 

References to Timothy are in Isaiah Thomas’ 
“History of Printing in America” (Worcester 1810, 
Vol. 2, p. 156) and in the article by Alex. Salley in 
the Centennial number of the Charleston “News 
and Courier” 1903. 


This book contains 49 pages, is 6 3/4 x 8 3/8 
inches, bound in cloth, and printed on 50% rag 
stock paper. The reproduction is in facsimile, from 
the original publication. It is an addition to the 
small group of early American medical publications 
which have been reprinted and deserves a place in 
the libraries of medical schools and of those who 
are interested in medical Americana. 

Price per copy, postpaid $5.00. Bernice Engel, 
Agent, 77 Rutledge Avenue, Charleston, S. C. 





HUMAN PATHOLOGY. A Textbook. By Howard 
T. Karsner, M. D. Professor of Pathology, Western 
Reserve University, Cleveland, Ohio. With an in- 
troduction by Simon Flexner, M. D. 18 Illustrations 
in color and 443 Black and White. Fifth Edition, 
Revised. J. B. Lippincott Company, Philadelphia and 
London, 1938. Price, $10.00. 

The book opens with an introduction by Simon 
Flexner and is now in its fifth edition. Every chapter 
has been carefully brought up to date. One very 
interesting feature is the inclusion at the end of 
each chapter of a comprehensive chapter on refe- 
rences for the information of any reader who desires 
to extend his investigations. This is by no means 
a dry as dust volume for with the happy selection 
of illustrations and the references from the world’s 
literature referred to one may well believe with 
H. R. Dean “to the pathologist—all medical things 
are pathology” as quoted by Flexner and further 
“that clinical medicine is applied pathology.” This 
is therefore a very fascinating volume of more than 
one thousand pages coming from one of America’s 
great universities. It is beautifully printed also. 





UROLOGY By Daniel N. Eisendrath, M. D., Con- 
sulting Urologist to the American Hospital, Paris, 
France and Harry C. Rolnick, M. D., Attending 
Urologist, Michael Reese, Mt. Sinai, and Cook County 
Hospitals, Chicago. 750 black and white illustrations 
and 12 in color. Fouth edition, entirely revised and 
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reset. Price $10.00. J. B. Lippincott Company, Phila- ita mamaria 
delphia, Montreal and London. 
Some of the new features of this fourth edition 

are as follows: the chapter on anesthesia has been REPRINTS 
brought up to date. The treatment of gonorrhea has 
been revised according to the latest information 
available and brought into the lime light so much 
recently by the early enthusiastic promise of sul- 





fanilimide as a specific which the authors are un- 
willing to conceive. This drug is considered to be a 
valuable addition but local treatment will still be 
needed to secure best results. There are separate 
chapters on urology in the female and children. This 
is an extensive presentation of the subject indeed 


Of your article in The Journal 
may often be called for. 
Type on the Original Articles 
is held thirty days after publi- 
almost encyclopedic and giving marked evidence of 
original investigations and experience. The illustra- 
tions here are extraordinarily fine showing great 
care in their production and selection. The book is 
to be highly commended. 


cation, affording a considerable 


saving in the cost of reprints. 


Don’t fail to order reprints! 








PROVENCE-JARRARD 


COMPANY, Inc. 
Greenville, S. C. 





FOR SALE :—Office furniture, instruments, 
medical books, equipment of the late Dr. Kivy 
Pearlstine, of Charleston, S. C., Kindly com- 
municate with his widow, Mrs. Rita Pearl- 
stine, 45 Gibbs Street, Charleston, S. C. 
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hydrochloride 


COUNCIL ACCEPTED 


For Control of Cough 


For a quickly and smoothly acting cough 
mixture prescribe Dilaudid hydrochloride 
44 grain in 6 ozs. of a palatable vehicle, 
to be taken in doses of one teaspoonful 
(I fl. dr., 1/96 grain) every 3 or 4 hours. 









Dilaudid hydrochloride (dihydromorphinone hydrochloride) 
Dilaudid Trade Mark reg. U. S. Pat. OFF. 






BILHUBER-KNOLL CORP. orance, New sERSEY. 
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BENZEDRINE SULFATE 
TABLETS 


“Benzedrine Sulfate Tablets’ have now been accepted by the Council 
on Pharmacy and Chemistry of the American Medical Association 
for use in the treatment of narcolepsy and post-encephalitic parkin- 
sonism, and to facilitate roentgenologic examination of the gastro- 
intestinal tract. The Council also recognizes the usefulness of 
‘Benzedrine Sulfate’ in institutionalized patients for the treatment 


of depressive psychopathic states. 


During the past three years, more than seventy original articles 
dealing with the uses of ‘Benzedrine Sulfate Tablets’ (amphetamine 
sulfate, S.K.F.) have appeared in medical and scientific publications. 


The following would seem to be of especial interest at this time. 


NARCOLEPSY 
Urricu, H.: Narcolepsy and Its Treatment with 
Benzedrine Sulfate—New Eng. J. Med., 217:696, 
1937. 


GASTRO-INTESTINAL EFFECTS 


Myerson, A. and Ritvo, M.: Benzedrine Sulfate 
and Its Value in Spasm of the Gastro-Intestinal 
Tract—J.A.M.A., 107:24, 1936. 


POST-ENCEPHALITIC PARKINSONISM 


Davis, P. L. and Srewart, W. B.: The Use of 
Benzedrine Sulfate in Post-Encephalitic Parkin- 
sonism—J.A.M.A., 110:1890, 1938. 


DEPRESSION 


Wizsur, D. L.; MacLean, A.R. and Auten, E. V.: 
Clinical Observations on the Effect of Benzedrine 
Sulphate—J.A.M.A., 109:549, 1937. 


Woo ttey, L. F.: The Clinical Effects of Benzedrine 
Sulphate in Mental Patients with Retarded Ac- 
tivity—Psych. Quart., 12:66, 1938. 


MISCELLANEOUS 


Rerrenstetn, E. C., Jr. and Daviporr, E.: The 
Treatment of Alcoholic Psychoses with Benzedrine 
Sulfate—J.A.M.A., 110:1811, 1938. 


Hit, J.: Benzedrine in Seasickness—Brit. Med. 
Jour., 11:1109, 1937. 


Lesses, M. F. and Myerson, A.: Human Auto- 
nomic Pharmacology. XVI. Benzedrine Sulfate as 
an Aid in the Treatment of Obesity—New Eng. J. 
Med., 218:119, 1938. 


Present Status of Benzedrine Sulfate — Report 
of the Council on Pharmacy and Chemistry — 
J.A.M.A., 109:2064, 1937. 





Each ‘Benzedrine Sulfate Tablet’ contains amphetamine sulfate, 10 mg. 


(approximately 1/6 gr.) 


The Council on Pharmacy and Chemistry of the A.M.A. has adopted 
amphetamine as the descriptive name for a-methylphenethylamine, the 
substance formerly known as benzyl methyl carbinamine. ‘Benzedrine’ 
is S.K.F.’s trademark for their brand of amphetamine. 


SMITH, KLINE & FRENCH LABORATORIES, PHILADELPHIA, PA. 


EST. @® 1841 
































